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that could potentially have just been observed? There was one
patient who had a missed venous injury that prompted neck
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Dr Karen Woo (Los Angeles, Calif). Thank you to the commit-
tee for allowingme to review this paper. Dr Fang and colleagues have
written an excellent review of the evaluation and management of
patients with penetrating neck injury in the setting of combat. I
believe these results are important in that they represent a mechanism
of injury that is somewhat different from what we normally see in the
civilian population. They found that their results primarily validate the
current civilian practice of amanagement algorithm based on physical
examination findings and CT angiogram results.
I had a few questions that came up when I reviewed this
manuscript. One, I thought it would be interesting to see if the
authors have any data on the patients who were not evacuated to
Landstuhl and to see how they were managed, if there was a
difference based on the resources that were available.
The remainder of my questions stem from the fact that almost
half of the injuries in the series were injuries to the internal or
external jugular veins. Can you give any more detail about the
extent of the venous injuries, and were the ligations that were
performed all for venous injuries? Were these venous injuries onesxploration. Can you tell us more about how that patient pre-
ented? There were also four patients who were anticoagulated for
enous thrombus. Is this something that is done routinely? What
ole, if any, was duplex in the evaluation of these patients? Again,
hank you to the authors for getting this paper to me in ample time,
nd congratulations on a well-executed project.
Dr Raymond Fang. Patients who are not evacuated to Land-
tuhl would primarily include casualties with superficial injuries,
atalities, and host-nation casualties. At Landstuhl, we do not have
ccess to detailed clinical data on host-nation casualties. They are
ared for in U.S. medical facilities in accordance with the Geneva
onventions. While we render care to all casualties, regardless of
heir uniform or lack of, we don’t track non-U.S. casualties as
horoughly as U.S. casualties. Eventually, when stable, they tran-
ition to host-nation medical facilities.
There were 21 total vessel ligations for vascular injury: four
ere external jugular veins, 11 were internal jugular veins, but
here were also six external carotid artery ligations. Generally, the
nternal and common carotid arteries are reconstructed by the
ascular surgeon positioned at the level III combat theater evacu-
tion hub.
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injuries, there is likely some “injury identification bias” present
in that if you do a neck exploration, you want to find a treatable
injury. There likely were venous injuries that would have been
manageable nonoperatively if they were not found at surgical
exploration. The patient with a “missed” venous injury under-ound penetrating the platysma. A potentially observable ve-
ous injury was found.
Anticoagulation is started on a case-by-case basis with consid-
ration of the vessel involved and the casualties’ other injuries.
Because duplex is very operator-dependent, it is not routinely
vailable in the combat theater. We do use duplex liberally once thewent exploration despite a nonconcerning neck computed to-
mography scan for no specific clinical rationale other than a
patients get to Landstuhl for follow-up and diagnosis of occult
injuries.
